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the mucous layer; it takes iu the muscularis mucosae, however. The great 
and frequently deadly hemorrhage which results arises from the ulceration of 
one of the arteries which ramify in the muscularis mucosae. 

4. Clinically, the simple exulceration has the symptomatology of the 
simple ulcer as described by Cruveilhier, of which it no doubt is the initial 
stage ; but more frequently it commences quietly and at the same time in a 
latent manner with moderately severe hemorrhages. 

5. Surgical intervention is the preferable treatment for hemorrhages con¬ 
secutive to simple exulceration. The abundance rather than the repetition 
of the hemorrhage is the indication for intervention. 

6. The operator should never forget that the stomach may present an ap¬ 
parently sound appearance and yet be the seat in some part of a simple ex¬ 
ulceration. It is therefore essential carefully to examine the entire stomach, 
if necessary, with a lens, to detect the exulceration, which is frequently ac¬ 
companied by eechymotic areas which are points of repair. 

7. Suture of the area involved with a small margin of sound tissue usually 
suffices in these cases. The operative results are generally more successful 
in this form of ulceration than in the case of simple ulcers, as the limitation 
of the lesion favors the surgical method of treatment. 

A New Typical Form of Acute Intestinal Obstruction. —An interesting 
series of five cases of intestinal obstruction are reported by Hochenegg 
( Wiener Min. Wochensckrift, December 23, 1897) which demonstrate a new 
typical form of intestinal obstruction which he has named “ combination- 
sileus.” 

In all the cases it was noted that a stenosis of the colon had existed for 
some time, producing an hypertrophy of the walls of the gut. Besides this 
lesion, all the patients suffered from an acute intercurrent obstruction of 
the small intestine, either by bands, contracting scar-tissue, or hernia;, the 
acute activity of which was produced by the drawing back of the intes¬ 
tinal contents, in the first place, by the obstruction in the large intestine. 
The intestine is distended between these points of stenosis and above them, 
and is marked by increased peristalsis. If the operation is undertaken at 
this stage only the obstruction in the colon would be detected. 

The chronic condition present in the colon would cause an hypertrophy of 
its walls, and there would be greater force in its peristalsis, which would be 
more effectual than that of the small intestine, and in consequence the ret¬ 
rograde peristalsis from the colon would finally force all its contents above 
the seat of stricture iu the small intestine. 

An operation undertaken at this time would undoubtedly remove only the 
obstruction in the small intestine, while the primary cause of the trouble 
would go undetected. This occurred in all the author’s cases. At first 
there was apparent improvement, the patient gaining for a few days, when 
suddenly the symptoms of obstruction returned, with all their former severity, 
the subsequent operation alone demonstrating the true condition. Since the 
former operation and the patient’s subsequent condition have so altered the 
force of the peristaltic movements in the colon that they are scarcely visible, 
the condition is difficult to differentiate from peritonitis. 

Such a condition is a very serious one for an operator to face who believes 
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that he has already removed all cause of obstruction, and it has probably 
frequently happened that patients have died because the possibility of 
such a complication was not thought of. The long interval between the 
relapses which some of the cases showed was possibly due to a temporary 
subsidence of the oedema present at the primary point of obstruction, caused 
by the rest and treatment of the secondary lesion. The occurrence of five 
cases in fifty-two operations performed by the author for intestinal obstruc¬ 
tion shows that the condition is not so rare as might be supposed. 

The diagnosis is materially assisted by considering the patient’s state¬ 
ments as to where he first experienced pain and what the locality was in 
which the obstruction seemed to him to be situated. More certain is the 
observation in the early stages of peristaltic movements in the distended 
colon and the subsequent change in the location of the symptoms. The 
change is generally one from a condition in which therapeutic measures 
might be considered to one in which only immediate operative interference 
can be considered. 

The symptom at the time of operation which will lead to the detection of 
such a condition, when it is suspected, is the contrast between the two por¬ 
tions of the colon. Above it is hypertrophied from the continued action 
required in overcoming the chronic condition prior to the complete obstruc¬ 
tion, while below in the descending colon the intestinal wall is of normal 
thickness. 

The Operation of Gastro enterostomy Conjoined with Entero-anasto- 
mosis. —In discussing the present status of this operation, Weir {Medical 
Record, April 16, 1898) summarizes his views on the subject in the following 
conclusions: 

1. That gastro-enterostomy, as usually performed, is yet an unsatisfactory 
operation. 

2. That its principal relievable danger is from bile or stomach retention 
due to operative defects, either primary or secondary— e. g., spurs, kinks, 
twisted or distorted openings, and possibly stomach atony. 

3. That a posterior stomach opening favors gravity action by the evacua¬ 
tion of the organ, particularly if it is atonied, and diminishes the risk of 
pressure or of pulling on the attached intestine. 

4. That the operation is best conducted by means of the Murphy-button. 

5. That a gastro-enterostomy, associated with an entero-anastomosis in 
the afferent and efferent portions of the jejunum, probably gives the best 
assurance against obstruction. Experience in this method, while so far 
gratifying, should, however, be enlarged to ascertain if the increased risk of 
the additional button overtops the danger of the bile and pancreatic ob¬ 
struction. 

A Simple Method for Controlling Hemorrhage During Disarticulation 
at the Hip— Thomas ( Lancet , April 23, 1898) details a simple method for 
controlling hemorrhage from the femoral artery which he used with satis¬ 
faction in an amputation at the hip. 

The common femoral artery and vein were temporarily compressed imme¬ 
diately below Poupart’s ligament. At this point the artery is quite super- 



